Some recent papers have shown a high incidence of latent pulmonary abnormalities in Crohn's disease (CD), as assessed by respiratory function tests'" or bronchoalveolar lavage.' In contrast, the observation of symptomatic respiratory tract involvement in CD seems very rare."5 We report two cases of Crohn's colitis associated with laryngeal and/or bronchial involvement. To our knowledge, the bronchial lesions in our patients have not been described previously.
Case 1
A previously healthy 24 examination showed episcleritis. Digestive and extradigestive symptoms improved on prednisone therapy. During the following two years, the patient suffered from further attacks of colitis, erythema nodosum and episcleritis, but had no respiratory symptoms. On each occasion, an improvement was achieved on oral prednisone.
Discussion
Our two patients had simultaneous occurrence of segmental colitis and laryngeal and/or bronchial involvement. At endoscopy, erythema, aphtoid and superficial ulcerations were seen in the colon and whitish granulations in the bronchi. Non-caseating tuberculoid granulomas were found in the colonic biopsy specimens in both cases as well as in the bronchial mucosa of the first patient. In the second case the infiltrate of the bronchial lamina propria included epithelioid like macrophages but without follicular or nodular pattern. Infectious and parasitic causes of granulomatous colitis such as tuberculosis, yersiniosis, histoplasmosis, and bilharziosis can be reasonably ruled out in our patients.
Sarcoidosis and Crohn's disease have several common features: unknown aetiology, presence of non-caseating granulomas as one of the histological hallmarks, occurrence of erythema nodosum, episcleritis and uveitis, responsiveness to steroids. Yet the clinical pictures of these two diseases are usually easy to differentiate, because of the topography of the lesions: while both diseases may be disseminated, sarcoidosis involves mainly mediastinal lymph nodes and lungs while CD is essentially a digestive disease. The diagnosis of CD seems much more likely than that of sarcoidosis in our two patients: they had no evidence of disseminated sarcoidosis or radiological indication of mediastinal lymph nodes or lung disease. Intestinal sarcoidosis is exceptional and always occurs in a setting of otherwise obvious sarcoidosis. Only three cases of diffuse small bowel infiltrate by non-caseating granuloma have been reported in disseminated sarcoidosis. "*8 To our knowledge, 10 cases have been reported as colonic sarcoidosis: five had widespread sarcoidosis with either'920 purely histological large bowel involvement (tuberculoid granulomas on rectal biopsy) and no related clinical or endoscopic abnormality (n=2), or21-23 macroscopic colonic disease with clinical symptoms (n=3). Only one case of colonic stenosis is mentioned in a series of 160 cases of sarcoidosis. 24 Finally four cases were published as colonic sarcoidosis before the individualisation of colonic Crohn's disease25 and would undoubtedly be labelled as such today 229 Respiratory abnormalities have been reported in a few patients with CD: (1) three cases9 "' of CD were found to be associated with upper airway obstruction and laryngeal involvement (extensive oedema of the epiglottis, aryepiglottic folds, false cords and arythenoids); tuberculoid granulomas were found at laryngeal biopsy in one of them;'" bronchial examination is not mentioned in these cases; all improved on steroids. (2) Unexplained chronic bronchial suppuration with bronchiectasis has been described in association with ulcerative colitis" 12 and in one case of probable CD." (3) A pulmonary infiltrate with a non-caseating tuberculoid granuloma has been published in three CD patients.I'l5 (4) Finally, subclinical lung abnormalities have been observed in CD, such as abnormal pulmonary function tests,"X decreased carbon monoxide diffusion'56 and more recently a high incidence of latent lymphocyte alveolitis as assessed by bronchoalveolar lavage.1 Interestingly, this CD alveolar lymphocytosis results, as in sarcoidosis, from an expansion of the T4 lymphocyte subset;68 whether this finding reflects some underlying pathophysiological mechanism common to both diseases remains to be seen. To the best of our knowledge, the bronchial abnormalities described in our patients have not been reported as yet.
